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The  patient  died  in  August,  1890,  three  years  and  two 
months  after  the  exploratory  incision  was  made,  which 
proved  that  the  disease  was  not  malignant.  At  the  time 
of  the  operation,  it  is  true,  the  vascular  yellow  substance 
into  which  the  knife  passed  looked  like  sarcoma-tissue. 
The  patient,  however,  not  only  made  a rapid  recovery, 
but  the  fluctuating  tumour  disappeared.  I considered 
that  the  after  history  contra-indicated  tubercular  disease 
of  the  abdominal  or  pelvic  viscera.  Mr.  Thornton 
believed  that  the  case  would  probably  turn  out  to  be 
tubercular.  He  had  met  with  several  apparent  cures 
from  exploratory  incision  in  like  cases.  I admitted  that 
my  own  arguments  against  the  tubercular  theory  were 
inconclusive.  Were  the  theory  absolute  truth,  I added, 
the  morbid  condition  must  be  termed  anterior  serous 
tubercular  peritonitis.  The  necropsy  justified,  though  it 
did  not  prove,  the  correctness  of  this  opinion.  Tubercular 
disease  existed.  No  fluid  was  found  at  the  post-mortem, 
but  the  fluctuation  in  June,  1887,  indicated  the  presence 
of  a localised  collection  of  peritonitic  exudation  at  the 
time  of  operation. 

Early  in  the  spring  of  1890  the  patient  became  worse. 
I saw  her  several  times  at  the  Samaritan  Hospital.  She 
grew  very  tall,  and  in  February  was  so  weak  that  she 
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could  scarcely  walk.  The  period  had  never  appeared 
since  the  exploratory  operation.  The  tongue  was  bright 
red  and  very  rough,  the  bowels  irregular  in  action. 
There  was  slight  resistance  on  each  side  of  the  cervix. 
No  tumour  could  be  felt  in  tbe  abdomen,  but  there  was 
universal  tenderness  on  pressure.  The  patient  became 
exceedingly  cachectic  and  emaciated.  I recommended 
her  to  remain  at  home  at  Bromley,  Kent,  where  Dr.  Ilott 
admitted  her  into  the  Cottage  Hospital.  He  watched  the 
case  with  great  care,  down  to  its  fatal  termination. 

On  August  25th,  1890,  Dr.  Ilott  forwarded  to  me  the 
following  information  : “ For  some  weeks  past  the  girl 
has  been  steadily  getting  worse,  suffering  from  marked 
tubercular  disease  in  abdomen  and  chest.  I had  her  for 
a time  in  the  Cottage  Hospital  with  abdominal  symptoms, 
signs  of  chronic  peritonitis  with  thickening  and  tenderness 
over  ascending  colon,  diarrhoea,  vomiting,  regular  hectic 
temperature,  the  chart  showing  a regular  ascent  of  two 
or  three  degrees  every  evening.  She  improved  somewhat 
and  gained  flesh  a little  while  there.  After  her  return 
home,  pulmonary  symptoms  developed,  cough,  rapid 
emaciation,  night-sweats,  aphthae  in  mouth,  purulent, 
stringy  expectoration,  and  oedema  of  legs,  the  end  coming 
yesterday,  August  24th. 

“ Post-mortem  examination,  August  25th,  5.30  p.m. 
Body  very  emaciated,  oedema  of  feet  and  legs  ; cicatrix 
of  operation-wound  midway  between  pubes  and  umbilicus. 
Abdomen  : Omentum  adherent  to  brim  of  pelvis  and  to 
peritoneum.  Capsule  of  liver  adherent  to  parietal  perito- 
neum. Liver  enlarged,  no  tubercular  deposit.  Kidneys 
healthy.  Intestines  : Coats  of  large  intestines  thickened 
with  tubercular  deposit.  Csecurn  adherent  to  right  ovary. 
Intestinal  lymphatic  glands  (mesenteric)  enlarged,  some 
undergoing  caseous  change.  Scattered  tubercles  on 
visceral  peritoneum  of  small  intestine.  Pelvic  organs 
matted  togethei’,  removed  en  masse  with  much  difficulty, 
being  generally  adherent  and  intermixed  with  enlarged 
sacral  and  pelvic  glands.  Both  ovaries  much  enlarged  and 
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converted  into  cysts  filled  with  dirty  yellow  pultaceous 
material. 

“ Thorax  : Both  lnngs  extensively  and  generally  ad- 
herent by  very  firm  adhesions,  both  full  of  tubercular 
deposits,  mostly  grey  miliary  tubercle,  but  some  larger 
deposits  undergoing  softening,  and  yellow  on  section. 
Pleura  thickened,  no  vomicse.  Heart  small,  pale,  col- 
lapsed.'” 

At  the  same  time  Dr.  Ilott  forwarded  the  pelvic  vis- 
cera preserved  in  spirit.  I dissected  these  structures, 
which  I now  exhibit  (Mus.  R.  C.  S.,  Pathol.  Ser., 
No.  4566a). 

In  the  course  of  the  dissection  I took  the  following 
notes  : Vagina  capacious,  rugee  not  well-marked.  Va- 
ginal portion  of  cervix  very  short,  os  elliptical,  half  an 
inch  in  transverse  measurement.  Bladder : Cavity  two 
and  a half  inches  vertically,  and  two  inches  horizontally, 
when  not  stretched.  No  thickening  of  mucous  membrane 
or  muscular  coats.  No  sign  of  tubercular  disease  of 
mucosa.  Left  ureter  normal.  Right  cut  short  close  to 
bladder,  the  stump  seemed  healthy.  Urachus  very  stout, 
patent  behind  umbilicus. 

Omentum  adherent  to  serous  coat  of  fundus  of  bladder. 
Douglas’s  pouch  completely  effaced.  A fluctuating  body 
occupied  the  space  between  the  rectum  and  bladder,  at 
the  site  of  the  fundus  uteri  (this  body  proved  to  be  the 
left  tube).  To  the  right,  closely  adherent  to  the  cascum, 
was  another  fluctuating  body  ; this  proved  to  be  the  right 
tube.  It  should  here  be  noted  that  there  was  no  evidence 
that  the  left  tube  was  ever  adherent  to  the  abdominal 
walls.  The  right  was  firmly  bound  down  to  the  pelvic 
structures.  The  spongy  tissue  into  which  I cut  freely  in 
1887  could  not  have  been  either  tube-wall  or  omentum. 
That  peritoneal  process  was  found  thin  and  normal  in 
appearance  at  the  necropsy. 

Uterus  laid  open  from  behind.  It  measured  an  inch  and 
five-eighths  from  the  os  externum  to  the  fundus  ; the 
cervix  was  seven-eighths  of  an  inch  in  length.  The 
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endometrium  was  rough,  pulpy  and  dark- coloured  (post- 
mortem change  ?).  The  wall  of  the  body  of  the  uterus 
was  half  an  inch  thick  midway  between  the  fundus  and  os 
internum.  The  arbor  vitm  of  the  cervix  was  well-marked. 
There  was  no  evidence  of  former  pregnancy. 

Round  ligaments  stout  and  well-marked,  they  were 
completely  concealed  in  adherent  contiguous  folds  of 
peritoneum. 

Fallopian  tubes  converted  into  two  oval  fluctuating 
cysts,  as  described  above.  The  left,  which  was  almost 
central  in  position,  pushing  the  fundus  to  the  right, 
measured  two  inches  in  its  long  diameter.  The  right 
measured  an  inch  and  a half.  The  inner  surfaces  of  the 
tubes  were  deeply  rugose,  through  exaggeration  of  the 
plicae.  The  mucous  membrane  and  submucous  tissue 
were  very  thick.  The  muscular  coat  was  thickened  on 
the  right  side.  A probe  could  be  passed  into  both  tubes 
from  the  uterus. 

Ovaries  reduced  to  small  pultaceous  masses  which  were 
intimately  blended  with  the  lower  part  of  the  walls  of  the 
tubes. 

The  parametric  tissue  was  very  thick  and  spongy. 

My  friend  Mr.  Targett,  Pathological  Curator  to  the 
Museum  of  the  Royal  College  of  Surgeons,  wrote  to  me 
on  October  15th,  1890:  “I  have  examined  the  pelvic 
viscera  sent  up  by  Dr.  Ilott,  and  sections  are  being  made. 
The  appearances  to  me  are  strongly  suggestive  of  simple 
gonorrhoeal  chronic  inflammatory  changes  about  the  tubes 
and  ovaries.  I do  not  think  they  are  tuberculous.  How- 
ever, we  will  let  the  microscope  decide,  as  far  as  that  is 
possible.  On  reading  up  the  history  of  the  case  in  the 
‘ Transactions  of  the  Obstetrical  Society  ’ I see  some  of 
the  authorities  were  in  favour  of  tubercle.” 

On  October  29th,  1890,  Mr.  Targett  again  wrote  to 
me  : “ I have  stained  three  slides,”  sections  of  the  tubal 
mucosa,  &c.,  “ carefully  with  Neilsen’s  method,  but  no 
bacilli  are  to  be  found.  I think  the  histological  bears  out 
the  naked-eye  examination  and  refutes  the  tuberculous 
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theory  of  the  disease.”  I also  examined  the  sections  and 
detected  no  bacilli. 

The  nature  of  the  original  disease  in  this  case  is  a 
subject  worth  consideration.  The  temporary  relief  un- 
doubtedly afforded  by  the  exploratory  incision  is  also 
worth  discussion. 

There  is  suspicion  but  no  positive  evidence  that  the 
patient’s  troubles  commenced  with  gonorrhoea.  When 
her  period  ceased  (never  to  reappear)  in  the  middle  of 
April,  1887,  and  she  discovered  that  her  abdomen  was 
swelling,  she  suspected  pregnancy,  and  admitted  to  her 
mother  that  she  had  frequently  had  connection  with  a 
youth  of  about  her  own  age.  Before  the  operation  the 
vagina  was  very  capacious  and  the  rugae  effaced.  There 
is  no  evidence,  however,  that  she  contracted  gonorrhoea. 
That  disease  is  usually  severe  in  young  girls,  and  this 
patient  was  in  the  habit  of  telling  everything  about  herself 
to  her  mother.  No  discharge  was  ever  noted  until  after 
the  operation. 

Nevertheless,  it  is  possible  that  the  disease  existed  and 
was  overlooked.  Gonorrhoea  may  prepare  the  parts  which 
it  attacks  for  the  easy  invasion  of  tubercle.  Bumm  of 
Wurzburg  has  shown  that  the  gonococci  in  orchitis  damage 
the  epithelium  of  the  epididymis  and  prepare  the  way  for 
the  bacillus  tuberculosis.  A similar  phenomenon  may 
occur  in  the  female  organs. 

The  probability  of  primary  tubercular  disease  of  the 
tubes  is  far  greater.  When  the  operation  was  performed 
there  were  no  symptoms  of  tubercular  phthisis,  the 
immediate  cause  of  death.  Chronic  peritonitis  existed, 
and  its  source  probably  lay  in  the  genital  tract.  Cohn- 
heim,  Yerneuil,and  others  have  given  reasons  for  believing 
that  coitus  with  a tubercular  subject  may  cause  tubercular 
infection,  especially  where  there  is  a predisposition.  Now 
there  was  a strong  family  history  of  tubercle  in  this  case. 
Indeed  that  fact  allows  us  to  dispense  with  any  theory  of 
infection  by  coitus  as  a necessary  condition.  In  a subject 
predisposed  to  tubercle  primary  disease  may  begin  in  the 
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tubes.  Pozzi*  observes  that  the  mucous  membrane  of 
tlie  tubes,  rich  in  folds  and  never  shed  periodically,  like 
the  endometrium,  can  readily  receive  and  foster  germs. 
The  endometrium  is  protected  from  tubercle  bacilli  by  its 
intense  vitality  and  by  its  periodical  exfoliation  and 
renewal.  The  vagina  is  protected  from  germs  of  the 
more  noxious  varieties  by  its  thick  pavement-epithelium, 
and  perhaps  also  by  the  agency  of  numerous  non-specific 
germs  which  it  habitually  shelters.  Verneuil  insists  that 
there  is  no  homology  between  the  conditions  under  which 
the  bacillus  tuberculosis  develops  and  thrives,  and  those 
which  favour  the  life  and  action  of  the  gonococcus.  The 
bacillus  tuberculosis  is  anaerobian  and  develops  best  at 
great  depths,  as  in  the  mucosa  of  the  tube.  The  gono- 
coccus attacks  the  first  part  of  the  genital  tract  that  it 
touches. 

Local  tuberculosis,  in  males  as  wmll  as  in  females,  may 
lie  latent  for  long  periods,  within  false  membranes  aud 
inspissated  pus.  Pozzi  observes  that  this  is  especial^ 
the  case  with  the  tubes,  and  under  these  conditions  it  may 
be  impossible  to  discover  the  bacilli,  which  are,  no  doubt, 
destroyed  after  a time,  although  the  tubercular  nature  of 
the  seat  of  disease  is  clearly  demonstrated  by  the  sudden 
appearance  of  an  acute  miliary  eruption  either  in  the 
lungs  or  in  the  meninges.  The  history  of  old  foci 
of  tubercle  in  the  bones  or  in  the  joints  furnishes  the 
surgeon  with  numerous  homologous  examples. t 

No  tubercular  bacilli  could  be  detected  in  this  case,  but 

# ‘Traite  de  Gynecologie  Clinique  et  Operatoire/  1890. 

f In  the  ‘ Trans.  Path.  Soc.,’  vol.  xxxvi,  1885,  Drs.  Chaffey  and  Quarry 
Silcock  describe  cases  of  tubal  disease  in  children.  Dr.  Cliaffey’s  patient 
was  four  years  old,  and  died  of  tubercular  phthisis  and  peritonitis.  The 
Fallopian  tubes  formed  two  nodular  masses,  each  about  the  size  of  a filbert. 
Dr.  Silcock’s  was  five  years  old,  and  died  of  cerebro-spinal  tubercular  menin- 
gitis. There  was  miliary  tubercle  in  the  lungs,  and  the  uterus  as  well  as 
the  tubes  contained  much  caseous  material.  No  doubt  the  tubal  disease  was 
secondary  in  both  these  cases,  yet  it  is  quite  conceivable  that,  in  other  cases, 
the  patient  less  severely  attacked  by  tuberculosis  might  recover  for  a time, 
the  disease  lying  latent  in  the  tubes. 
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the  local  disease  was  of  very  old  standing  and  the  specific 
germ  is  often  absent  under  such  conditions.  The  evidence 
gleaned  from  the  necropsy  proved  that  tubercle  was 
widely  diffused.  In  relation  to  this  question  of  primary 
tuberculosis  of  the  Fallopian  tubes,  two  special  points  in 
connection  with  this  case  must  not  be  ovei’looked,  I mean 
the  condition  of  the  ovaries  and  the  relation  of  the  tubes 
to  the  substance  cut  into  at  the  operation.  The  ovaries 
were  reduced  to  small  pultaceous  masses,  intimately  con- 
nected with  the  walls  of  the  tubes.  This  fact  indicates 
infection  from  the  tubes.  The  researches  of  Dr.  Kelterborn 
of  Dorpat*  throw  light  on  this  question  of  ovarian  adhe- 
sions. A series  of  experiments  in  which  small  pieces  of 
parietal  peritoneum  and  of  the  serous  coat  of  viscera  were 
snipped  away  or  cauterised  in  animals,  under  aseptic  con- 
ditions, all  indicated  that  the  wounds  thus  inflicted  did 
not  tend  to  contract  adhesions.  Dr.  Kelterborn  noted 
that  the  healthy  wound  left  after  the  rupture  of  a 
Graafian  follicle,  on  the  surface  of  the  ovary,  did  not 
adhere  to  the  tube  or  intestines.  He  believed  that  when 
adhesions  did  occur,  they  very  possibly  arose  from  the  wound 
of  the  follicle,  but  only  after  infection  derived  directly 
from  the  tubal  canal.  It  is,  at  least,  easy  to  understand 
how  a tubercular  tube  may  affect  the  adjacent  ovary. 

The  post-mortem  appearances  did  not  indicate  that  the 
structure  into  which  I cut  at  the  operation  was  the  wall  of 
a diseased  tube.  Both  tubes  lay  deep  in  the  pelvis  after 
death,  bound  down  by  adhesions  and  covered  by  intestine, 
far  away  from  the  anterior  parietes  of  the  abdomen.  The 
simple  incision  which  I made  at  the  operation  could  not 
have  set  an  adherent  tube  free,  leaving  no  trace  of  itself 
on  the  tubal  wall.  On  the  other  hand,  the  free  discharge 
during  convalescence  may  have  proceeded  from  one  of  the 
tubes  ; escape  of  pus  from  a pyosalpinx  has  followed 
massage.  More  probably  the  discharge  was  due  to  endo- 
metritis. 

* “Versuche  iiber  die  Entstehungsbedingungen  periton  eater  Adhaaionen 
nach  Laparotomien,”  * Cenlralbl.  f.  Gynak.,’  1890,  p.  913. 
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From  the  above  considerations  it  may  be  concluded 
that  the  patient's  troubles  began  with  tubercular  salpin- 
gitis which  set  up  tubercular  peritonitis.  This  complica- 
tion was  relieved  by  the  abdominal  incision.  But,  after 
a time,  the  ravages  of  tubercle  recommenced,  the  patient 
dying  of  typical  pulmonary  phthisis. 

In  the  original  paper  I observed  that  the  after-history 
contra-indicated  tubercular  disease  of  the  abdominal  or 
pelvic  viscera.  This  statement  was  not  entirely  inaccurate 
at  the  time  when  the  history  was  incomplete.  I stated 
that  tubercular  peritonitis  would  hardly  have  undergone 
spontaneous  cure  under  the  circumstances.  The  truth 
was  that  that  very  affection  existed,  though  in  abeyance, 
when  I read  the  paper.  Afterwards  phthisis  set  in,  and 
the  truth  was  at  once  revealed. 

Lastly,  there  can  be  no  doubt  that  the  exploratory  in- 
cision gave  temporary  relief.  The  patient's  condition  was 
bad,  the  local  complication  threatening.  After  the  inci- 
sion her  general  condition  underwent  a marked  improve- 
ment, and  the  grave  objective  symptoms  in  the  hypogas- 
trium  disappeared.  There  was  undoubted  fluctuation 
before  the  incision,  and  the  bulk  of  the  fluctuating 
swelling  varied,  so  as  to  affect  the  measurements  of  the 
girth  of  the  abdomen.  A varying  amount  of  exudation 
is  to  be  expected  in  chronic  peritonitis. 

The  knife  passed  into  firm,  spongy  tissue  of  a dull 
yellow  colour,  which  oozed  freely.  The  peritoneum  was 
incorporated  with  that  tissue,  which  was  most  probably 
developed  in  the  substance  of  that  serous  membrane.  Dr. 
Ilott  assisted  at  the  operation  and  observed  the  yellow, 
spongy  tissue.  Three  years  later  he  made  the  post- 
mortem examination,  and  searched  for  that  tissue,  but  it 
no  longer  existed.  It  was  not  omentum,  as  I suspected 
at  the  time,  for,  although  that  peritoneal  process  was 
found  after  death  adherent  in  places  to  the  parietes  and 
to  the  bladder,  it  showed  no  signs  of  extensive  disease, 
or  of  previous  intimate  incorporation  with  the  parietal 
peritoneum.  The  abdominal  walls  were  already  quite 
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supple  and  free  from  any  thickening  when  I examined 
the  patient  fifteen  months  after  I made  the  incision. 

The  incision  certainly  promoted  the  absorption  of  the 
deposit,  which  brought  about  temporary  relief.  The 
fluid  which  caused  the  distinct  fluctuation  was  slowly 
absorbed.  Relief  of  a patient  through  a purely  explor- 
atory incision  is  not  unknown.*  Judging  from  my  own 
experience,  based  partly  upon  my  own  work  and  partly 
upon  the  observation  of  a large  number  of  operations 
performed  by  my  colleagues  at  the  Samaritan  Hospital, 
this  result  is  most  marked  where  chronic  peritonitis  exists. 
Resolution  of  inflammatory  products  is  apparently  pro- 
moted by  the  incision.  Hence  the  good  results  of  this 
operation  even  in  cases  of  disease  of  the  ovaries  and  tubes. 

In  conclusion,  I may  briefly  sum  up  the  case  by  de- 
scribing it  as  an  instance  of  primary  tubercular  disease  of 
the  Fallopian  tubes,  in  a subject  predisposed  to  tubercle. 
The  disease  spread  to  the  peritoneum,  and  caused  great 
thickening,  with  a local  collection  of  effused  fluid,  simu- 
lating a tumour.  An  exploratory  incision  into  the  thick- 
ened parietal  peritoneum  temporarily  cured  or  relieved 
the  peritonitis,  the  thickening  and  the  effusion  disappear- 
ing completely.  After  a period  of  comparatively  good 
health  the  patient  was  attacked  with  phthisis,  which 
caused  her  death.  There  was  no  evidence  that  the 
patient  was  ever  pregnant,  but  it  is  just  possible  that  the 
tubercular  disease  of  the  tubes  was  preceded  by  an  attack 
of  gonorrhoea. 


# See  also  Konig,  International  Med.  Congr.,  Berlin,  1890  (‘  Centralbl. 
f.  Chirurg.,’  No.  35,  1890),  and  an  instructive  paper  by  Dr.  Parker  Syms 


which  appeared  after  I had  prepared  this  communication,  “ The  Influence  of 
Laparotomy  upon  Tuberculosis  of  the  Peritoneum,”  ‘New  York  Medical 
Journal,’  February  7th,  1891.  The  earliest  case  of  the  kind  will  be  found  in 
Sir  Spencer  Wells’s  ‘ Diseases  of  the  Ovaries,’  vol.  i,  1865,  p.  331.  The 
patient,  operated  upon  in  1862,  is  now  (1891)  in  good  health. 
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